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DEPARTMENTOF HEALTHAND HUMAN SERVICES 
HEALTHCARE FINANCING ADMINISTRATION 
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3. 	 PROGRAM IDENTIFICATION: TITLE XIX OF THE SOCIAL 
SECURITY ACT (MEDICAID) 
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0COMMENTS OF GOVERNORS OFFICE ENCLOSED 
0NO REPLY RECEIVED WITHIN45DAYS OF SUBMITTAL 

12. SIGNATURE OF STATE AGENCY OFFICIAL: 16. RETURN TO: 

13. TYPED NAME: 
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Person  

Revision: HCFA-AT-01-37 (APP) 	 Supplement 6 to 
Attachment 2.6-A 

State CarolinaNorth 
Standards for Optional State Supplementary Payments 

Payment Category Administered by Income Level 
Gross 

Reasonable 
Classification 

Federal State 1 Person Couple 

Aged and Disabled Adult 

Care Home and Mental 

Health Facilities X $1,590.00 


Blind Adult Care 

Homes X $1,590.00 


supersedes Approval Date 
lo. 00 - 21 

Net 

1 Couple 

$1,062.00 

$1,062.00 

Income 
Disregards 
Employed 

For earned income, 
disregard the first $65, 
subtract impairment 
related work expenses, 
and disregard one-half 
the remainder. 

For earned income, 
disregard the first$85, 
plus one-half of the 
earned income in 
excess of $85. From 
the remaining amount, 
deduct work expenses. 
$20 is subtracted from 
total income. 

Effective Date 0 1/O 1/0 1 


